Dr. Derrick Tilton Vail first proposed the notion of a specialty medical board in 1908 in his presidential address to the American Academy of Ophthalmology and Otolaryngology. At that time, no way had been established for the public to confirm that a physician who claimed to be a specialist was qualified in that specialty. Dr. Vail's suggestion was to establish a body that would define specialty qualifications, supervise examinations that test the preparation of specialists, and issue credentials to assure the public of that individual's qualifications. 1 Vail's concept gradually took hold. The first medical board to be constituted was the American Board of Ophthalmology, founded in 1917. In the beginning, medical boards were established by their respective professional associations and were entirely independent of one another. The second board to be constituted was the American Board of Otolaryngology, founded in 1924, followed by the American Board of Obstetrics and Gynecology in 1930 and the American Board of Dermatology and Syphilology in 1932. The purpose of these 4 founding medical boards was to determine the quality of educational programs in their specialty and to assure the education and competence of physicians requesting specialty standing.
In June 1933, the original 4 specialty boards along with the American Hospital Association, the Association of American Medical Colleges, the Federation of State Medical Boards, the American Medical Association, the Council on Medical Education and Hospitals, and the National Board of Medical Examiners agreed in concert to create an Advisory Board for Medical Specialties. The purpose of the Advisory Board was to oversee examinations and certifications conducted by the various specialty boards. In 1970, the Advisory Board was reorganized as the American Board of Medical Specialties or ABMS, as it is now known. Currently, the ABMS is composed of 24 member boards that provide certificates of general specialization and certificates of special or added qualifications in their respective specialties. 2 In 1937, the American College of Surgeons published its standards for surgical education programs called the "Fundamental Requirements for Graduate Training in Surgery." Board certification in general surgery originally was granted after a person completed an approved residency program and successfully passed a written examination. This format was the traditional certification process for all specialties until 1973 when the ABMS established a recertification policy for continued evaluation of competence. Change occurs slowly but, in 1976, the American Board of Surgery (ABS) followed the ABMS's initiative and mandated that diplomates pass a secure recertification examination every 10 years. More recently, the ABS required completion of maintenance of certification (MOC) activities every 3 years with passage of a secure examination every 10 years. ABS diplomates have automatically been enrolled in the maintenance of certification program since July 2005. 3 Note that maintenance of certification is a voluntary process, required only if a diplomate wishes to maintain ABS certification. • a valid, full, and unrestricted medical license to practice in the US or Canada; • hospital admitting and operating privileges in that specialty if clinically active; • hospital references from the chief of surgery and chair of credentialing/privileges committee where most work is performed.
2. Lifelong learning and self-assessment requires continuing medical education (CME) with a minimum of 30 hours Category I and 50 hours overall completed Northeastern Ohio Universities, Rootstown, Ohio; University of Pittsburgh, Pittsburgh, Pennsylvania.
yearly. One-third of Category I CME must include a self-assessment activity over the course of 3 years. 3. Cognitive expertise must be demonstrated by a secure examination every 10 years that may be taken 3 years prior to expiration of certification. An application and 12-month operative log are required for admission to the examination. 4. Evaluation of performance in practice as demonstrated by:
• assessment of surgical outcomes (not available at present); • participation in a national, regional, or local surgical outcomes database or quality assessment program; • periodic communication skills assessment based on patient feedback (not finalized).
As can be seen from the above, one of the most challenging of the 4 MOC components is the fourth-evaluation of performance in practice. At present, the ABS recognizes several outcomes tracking and quality assessment programs for this purpose; however, these programs are not available to all diplomates, and the ABS is exploring other national, regional, or local programs to help fulfill this requirement. 4 Programs currently acceptable for outcomes tracking and quality assessment include 1 ACS case log reporting system, 2 bariatric surgery database, 3 burn registry, 4 CMS physician quality reporting initiative, 5 national trauma data bank, 6 SAGES outcomes initiative, 7 united network for organ sharing (UNOS), 8 vascular surgery board defined outcomes report and, finally, 9 individual practice data where such programs are not available.
One of the first fully developed competency evaluation tools generally available for surgeons is the Fundamentals of Laparoscopic Surgery (FLS) program. FLS is a joint educational offering of the Society of American Gastrointestinal and Endoscopic Surgeons (SAGES) and the American College of Surgeons (ACS) and is available to surgical residents, fellows, and practicing surgeons. 5 FLS consists of 2 components: an educational didactic module and a 2-part examination process to assess for competency. 6 The didactic component of FLS is used to review the knowledge, judgment, and technical skills necessary to perform basic laparoscopy. Four broad content areas are considered, which include preoperative, interoperative, and postoperative care (complications), along with basic laparoscopic surgery. The didactic teaching material makes extensive use of illustrations and multimedia and is presented on CD-ROM or is available on the Web.
The second component of the didactic portion utilizes a series of exercises designed for a portable trainer box that incorporates a built-in video camera. Technical skills are practiced that have been determined by a panel of expert laparoscopic surgeons to be essential for basic laparoscopy. These tasks are performed using laparoscopic instruments and a 2-dimensional optical system that mimics current day laparoscopic surgery. The manual skills exercises of FLS are based on the McGill Inanimate System for Training and Evaluation of Laparoscopic Skills program (MISTELS). 7 Each task is related to a specific clinical skill and involves exercises, such as the bimanual transferring of objects, precise cutting, use of ligating loops, and intraand extracorporeal suture and knot-tying. Finally, after practice, each task is tested and evaluated with metrics that were designed to reward efficiency and precision and to penalize for errors.
Competency in basic laparoscopic skills is assessed using a 2-part process. The first portion of the assessment concerns itself with cognitive competence. The examinee is tested utilizing a 75-question computer examination that consists of multiple-choice questions and case scenarios. The test is timed and is secure.
The second portion of the assessment examines skills competence. The examinee is evaluated by taking a proctored test at designated testing centers. The skills test is taken on standardized laparoscopic training boxes with uniform equipment and testing materials. Raw data are transmitted to a central administrative center for analysis and grading. 6 A recent mandate of the ABS that requires successful completion of the FLS program before sitting for the qualifying examination will usher in a new paradigm for evaluating surgical competence. Like flight simulators of the airline industry, simulated clinical scenarios will allow surgeons to practice on and be tested for competence in their chosen specialty. Most experts agree that the simulators and clinical scenarios used to mimic real-life situations at present will only mature as we learn to exploit the full potential of technology to assist in education and learning.
